Pyoderma gangrenosum is an uncommon chronic ulcer ative condition , the aetiology of which is poorly under stood. Ophthalmic involvement is rare. The case presented in this paper involves destruction of the orbital contents with subsequent perforation of the eye despite
Pyoderma gangrenosum is an uncommon chronic inflam matory, ulcerative skin disorder which may occur at any age and has a female preponderance. A strong association exists with inflammatory bowel disease and the arthri tides, 50-80% of cases being associated with an under lying medical condition (Table 1) .1-4 The lesions have a predilection for the abdomen and legs, although they can occur at any site.3.5,6 Ophthalmic pyoderma gangrenosum is extremely rare and, of the 5 reported cases, only I involved the orbit.
Brusting et al. published the classical description of pyoderma gangrenosum in 1930: 'The borders of the ulcers are well-defined because of their striking blue color which clearly outlined the lesion as it extended periph erally in rough, serpiginous configuration. The blue zone consisted of an oedematous, boggy strip from 5 to 8 mm wide in which there had been extensive undermining and necrosis of the subcutaneous tissue, the epidermis remain ing as a thin, gray, translucent film extending over the cra ter of the lesion in a ragged, irregular fashion'. 7 The lesions often start at the site of minor trauma or sur gical wounds3.4 as a small erythematous papule which may look like a folliculitis. These progress to tender sterile pus tules, the centres of which necrose and become covered in pus with ragged undermined violaceous edges.1,2 These lesions are noted for their exquisite painfulness. ' The diagnosis, after the exclusion of other disease, is essentially clinical. Biopsy of tissue from the lesions may show an intense lymphocytic infiltrate with fibrinoid nec rosis peripherally and an increasing proportion of poly morphs towards the centre. Biopsy, though not diagnostic, is helpful when considering the exclusion of other disorders. While the aetiology is not known, defects in the immune system play a key role. Abnormalities of cellular immunity have been shown in some patients along with reduced production of macrophage inhibitory factor8 and disorder of chemotaxis and phagocytosis by polymorphs and monocytes. T cells subgroup abnormalities have been demonstrated in these patients and may be related to the (Fig. 2) , and it was thought that the disease had extended back to involve this muscle.
The condition had been very painful throughout, but in
May 1990 the pain became extreme and the patient required admission for pain control. Narcotic analgesics were required to reduce the pain to a tolerable level. The right anterior chamber was seen for the first time to be shallow in comparison with the left, a moderate cataract was noted, and the globe appeared tethered, markedly res tricting eye movements (Fig. 3) .
A CT scan was carried out and this showed abnormal soft tissue shadowing lateral to the right globe extending back into the orbit lateral to and below the optic nerve. The abnormality extended close to the apex of the orbit but not intracranially (Fig. 4) . In November 1990 the clofazimine was stopped because the patient developed icthyotic skin. Treatment was continued with prednisolone and minocycline.
In March 1991 the pain in the right orbit worsened and the abdominal lesion once again broke down. The patient was again admitted to hospital and the pain made tolerable but not abolished by administration of diamorphine and diclofenac.
The lateral canthal structures and conjunctival fornix had necrosed leaving an opening plugged with a mucopu rulent discharge. When this was cleaned out a deep cavity was revealed which extended back into the orbit behind the globe. The volume of the cavity was 4-5 ml and the whole of the lateral side of the sclera was visible within it (Fig. 5) . The eye was fixed in an abducted and depressed position (Fig. 6) , and any remaining vision (6-60) was useless because of the fixed deviation. A further CT scan was done (Fig. 7) which showed the extent of the cavity.
The combination of prednisolone and cyclosporin A produced an improvement in the abdominal ulcer but no real change in the orbital necrosis. By May 1991 the lat eral end of the lower lid had necrosed completely except for a marginal remnant and a corneal exposure ulcer had developed exacerbating the patient's pain. In mid July 1991 the cyclosporin A was discontinued due to side effects. Perforation of the right cornea, at the site of the expo sure ulcer, occurred on 25 July 1991 (Fig. 8) . It was' decided to embark upon a course of four treatments of hyperbaric oxygen therapy over 3 days prior to removal of the eye. On 26 July the patient had her first treatment. This consisted of three 30-minute periods of breathing 100% oxygen at a pressure of 2 atmospheres interspaced with to-minute periods of breathing air.
The following day the patient was in intractable pain requiring narcotics and sedation, and surgery could be delayed no longer. Evisceration of the eye was chosen rather than enucleation in order that the meninges should not be opened.
At operation the cavity was found to extend from just above the lateral rectus muscle round to several milli metres medial to the inferior rectus muscle and back to a level just behind the posterior pole. Exposed bone of the inferior orbital plate and the lateral orbital wall formed the floor and lateral wall of the cavity. The globe was strongly fixed inferiorly, posteriorly and laterally and enucleation would have been impossible. Even after evisceration it was difficult to trim back the posterior and inferior sclera because it was fibrotic and adherent to the walls of the nec rotic cavity. At the end of the procedure the optic nerve was left with a frill of 5-7 mm of sclera around it (Fig. 9) .
Ten treatments of hyperbaric oxygen were given post- Fig. 9 . Photograph, July 1991. The abdominal ulceration healed rapidly after the hyperbaric oxygen treatment. Over the 12 months sincc the evisceration the orbital wound has continued to grallLI late and although there was a superficial exudate this did not appear to impair the healing process (Fig. 10) . The c10fazimine has been stopped and the prednisolone is being slowly reduced. The abdominal ulcer remains healed. days intravenously has been shown to be successful in some patients with resistant disease .
DISCUSSION
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The activ i ty of pyoderma gangrenosum often parallels that of any associated disease such as ulcerative colitis. It is therefore important to investigate and remedy any such disorder.
In recalcitrant disease or where steroid sparing is required other drugs have been tried with varying success.
These treatments include the antibiotic minocycline, which probably acts through its immunosuppressive actions. C1ofazimine,I.' which has similar effects to the cortico steroids on neutrophil function. is a useful drug but its use is limited by its side effects, which include icthyo sis and intiltration of the small bowel lymphoid tissue. The immunosuppressive drugs azathioprine, chlorambuc il and cyclosporin A have all been reported to be effective with certain patiellls."·14
In the pas\, skin grafting was considered futile because such treatment could actually exacerbate the disease pro cess and most grafts were rejected at 7-13 days. However.
Davis (' ( al. reported success in skin grafting 4 patients . 2
of whom had had multiple failed grafts in the past, the patients being treated pre-and post-operatively with hyperbaric oxygen therapy." There have also been reports of hyperbaric oxygen al one being used to treat th is con dition.lh 21) It appears that this treatment helps to reverse the impaired neutrophil function and promotes collagen production by the fibroblasts. Capillary angiogenesis is thought to result from the release of factors from hypoxic macrophages in the periods between treatments.21
In conclusion pyoderma gangrenosum is an unusual condition which is difficult to treat. In this case hyperbaric oxygen was used in the hope that it would prevent any exacerbation of the disease process caused by surgery.
This it did and there has also been complete resolution of the abdominal u lcer and slow granulation of orbital site.
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